Purpose-To describe efforts to implement evidence-based interventions (EBIs) within multicomponent, community-wide initiatives to reduce teen pregnancy.
implementing EBIs. To improve state and community-based organizations' capacities to support the work of their program partners, Healthy Teen Network, a nationally recognized expert in the implementation of teen pregnancy-prevention EBIs, provided T&TA. Healthy Teen Network was funded through a cooperative agreement with CDC and provided state and community-based organizations with train the trainer sessions about specific EBIs, which allowed the organizations to then train their program partners. Healthy Teen Network also provided state and community-based organizations with T&TA on a 10-step process for state and community-based organizations to use with their program partners to select, implement, and evaluate teen pregnancy-prevention EBIs. Referred to as Promoting Sciencebased Approaches using Getting to Outcomes (PSBA-GTO), this process was developed by adapting a general process for selecting, implementing, and evaluating EBIs [8] to specifically address teen pregnancy-prevention EBIs [9] .
We describe monitoring and implementing EBI-related capacity-building efforts and the implementation of EBIs as part of the CWIs. In addition, we describe the methods used to assess the capacity of state and community-based organizations to support EBI delivery, as well as to measure the delivery of T&TA and the performance of program partners in implementing EBIs. We then explain the number of hours and the content of T&TA provided to state and community-based organizations, as well as the change in their capacity, followed by a description of the T&TA that state and community-based organizations provided to local program partners. Finally, we describe the number of youth served and the quality of the EBIs implemented by the local program partners. We conclude with a discussion of lessons learned through these efforts.
Methods

Assessing state and community-based organizations' capacity to support EBI delivery
During 2011-2014, program staff from state and community-based organization completed an annual Web-based needs assessment to identify strengths and areas of potential growth in their ability to support local organizations in selecting, implementing, and evaluating EBIs to prevent teen pregnancies. Questions were asked about recent experiences and training in relevant topics, as well as their self-reports of knowledge and confidence for providing T&TA on PSBA-GTO to support EBI implementation.
Sixteen items addressed whether the respondent had any training (eight items) or experience (eight items) in PSBA-GTO-specific content areas (e.g., using logic models, assessing programs for fit) during the previous 2 years. All items were summed to create a total training or experience score that could range from 0 (no training) to 8 (trained in all areas) or 0 (no experience) to 8 (experience in all areas), respectively. Twenty-two items assessed PSBA-GTO-specific knowledge, and 22 items assessed confidence in using PSBA-GTO; these items included a 1-5 Likert-scale response option, with higher scores indicating the respondent had more knowledge or confidence in the question topic. For both knowledge and confidence, items were averaged to create a composite total knowledge and composite total confidence score. The knowledge and confidence scales demonstrated good reliability (alpha = .97 for each scale). 
Program performance measures
Performance measures assessed the type of programs that were implemented in communities by program partners, the number and characteristics of youth participants, and the fidelity of implementation. State and community-based organizations also conducted participant surveys before and after interventions to assess outcomes, such as changes in adolescent knowledge and attitudes. Performance measure data from program partners were reported to CDC in an annual report. Surveys varied on the basis of the type of curriculum and the setting where programs were delivered; therefore, data could not be reported in aggregate across state and community-based organizations to understand the effect of EBIs on youth across sites.
To consider the level of risk for teen pregnancy among EBI participants, state and community-based organizations collected information about sexual behavior with pretest assessments. Some organizations did not collect data on sexual behavior because some program sites were not approved to ask questions regarding sexual behavior and some organizations were unable to survey all youth participants in all settings because of limited capacity (2012 = 38%, 2013 = 15%, and 2014 = 19%). Youth were asked if they had ever had sex or had sex during the past 3 months and if they had used a form of contraception at last sexual encounter.
The number of youth served was defined as the number who participated in at least one program session during the reporting period. The number of youth served was reported by gender, age, race/ethnicity, and special populations (i.e., youth who are in foster care, homeless, pregnant or parenting, or involved with the juvenile justice system).
Fidelity addresses how well the implementation adhered to the program's model. State and community-based organizations reported on program activities that were delivered as planned by using self-report tools from program facilitators. They were encouraged to conduct observations of at least 10% of all sessions to assess fidelity; however, observations were limited because of the state and community-based organizations' capacity to observe the many implementing partners. Fidelity was calculated as the percentage of all activities in an EBI that were delivered as planned.
from 21 hours to 445 hours for each program partner. A total of 2,844 hours of technical assistance was provided with a median of 228 hours and a range from 87 to 531 hours for each program partner. The majority of T&TA provided was related to ensuring adequate capacity (23%), process and outcome evaluation (17%), program planning (12%), and continuous quality improvement (12%). Other major topics were related to specific steps of PSBA-GTO (e.g., assessing needs and resources, program fit, goal setting).
Program delivery
Populations served-Across the 10 communities in the CWIs, the number of youth (aged 10-19 years or older) served per year by EBIs increased from 4,304 in 2012, to 12,085 in 2013 and 19,334 in 2014, for a total of 35,723 youth total ( Table 2 ). Among youth served from 2012 to 2014 with data on these variables available, 57% were female and 49% were aged 14 years or younger; 38% were African-American, 34% Hispanic, and 28% identified as white.
As an indicator of baseline pregnancy risk among the populations served, some sites asked all participants about their sexual behavior and use of contraception at baseline. During 2012 -2014, more than half of the youth participants (N = 21,837 of 35,723; 61%) were asked about ever having sex; of these, 40% reported having ever had sex, 27% reported having had sex during the past 3 months, and 56% of those who had sex during the past 3 months reported using some form of contraceptive at last sexual encounter.
Program type-Overall, the majority of implemented EBIs provided sexuality education (70%-74%) followed by abstinence-based curricula (13%-18%); a smaller proportion were youth development and clinic-based programs ( Table 3 ). The EBIs implemented most often from 2012 to 2014 were Reducing the Risk (31%), Making Proud Choices (29%), Making A Difference (21%), and Be Proud Be Responsible (17%). Reducing the Risk, Making Proud Choices, and Be Proud Be Responsible are comprehensive sexuality education programs, and Making A Difference is an abstinence-based curriculum. These programs are curriculum based and delivered in 6-16 sessions. The percentage of youth who had ever had sex of those surveyed was higher for clinic-based programs than other settings. Sexuality education, as compared to abstinence-based or youth development EBIs, served more youth who reported having had sex. In many cases, abstinence-based and youth development programs were implemented among younger youth who are less likely to have had sex.
Setting-The largest percentage of youth were reached through schools (ranging from 44.2% in 2012 to 71.6% in 2014) followed by community-based organizations (ranging from 14.5% to 15.8%) ( Table 4) . Youth were also reached by organizations serving special populations (i.e., foster care, pregnant and parenting teens, homeless shelters, and juvenile justice), faith-based organizations, health centers, the military (one organization partnered with a local military base), and colleges. Schools, community-based organizations, and faithbased organizations implemented greater numbers of EBI cycles than other settings. The proportion of youth who reported ever having sex at baseline was higher for youth served by organizations that worked with military settings (86%), health centers (74%), and special T&TA was an important factor in supporting capacity-building efforts for program partners. State and community-based organizations provided T&TA on several topics directly related to program delivery, including curricula trainings, program planning, and continuous quality improvement, with most T&TA focused on ensuring adequate capacity. Specifically, state and community-based organizations worked to ensure that program partners were ready to deliver EBIs to meet project goals of reaching many youth. To contribute to program quality and to meet CDC evaluation requirements, state and community-based organizations also provided program partners with training on evaluation, data collection, data management, and data analysis.
EBIs offer the opportunity for population-level effects; with adequate support, communities can implement these programs. Many youth can be reached, but successful implementation requires time and technical assistance and training. Although fewer youth were reached during the first implementation year, their number more than doubled by the second year. Although data were incomplete on all participants, the project also reached sexually active youth. The proportion of sexually active youth was lower than the proportion of sexually active youth reported nationally (46.8%) by the Youth Risk Behavior Surveillance System in 2013 [7] . This discrepancy may be caused by the fact that some school partners were more likely to serve younger youth who may not yet be sexually active. Whereas schools reached the largest numbers of youth, community-based organizations, health centers, military, colleges, and special population settings reached a larger proportion of youth who were sexually experienced.
Lessons learned
There are several important lessons learned from the implementation of EBIs in CWIs. First, set clear expectations from the beginning. Initial CDC guidance required 10 program partners but did not specify how many youth should be reached; the focus was subsequently shifted from the number of partners to the number of youth served by EBIs. Second, some state and community-based organizations partnered with organizations that had limited reach and capacity. In 2012, CDC, with input from national technical assistance providers, implemented a continuous quality improvement process whereby performance data and recommendations based on the data were shared with state and community-based organizations in organization-specific reports. From this feedback process and new CDC guidance, state and community-based organizations were required to develop action plans to reach more youth. In some cases, better program planning with partners or creating new or different partnerships was required due to limited capacity to deliver programs and recruit and retain youth.
Strategic efforts to reach youth through EBIs to reduce teen pregnancy are critical-another important lesson learned. More youth can be reached by partnering with schools and delivering programs during the school day. Delaying sexual activity remains important, so having EBIs in middle and high schools to reach large numbers of sexually inexperienced students are critical. Given this project's focus on increasing links to contraceptive and reproductive health services, vulnerable youth should also receive EBIs because many are sexually active and need clinical prevention awareness and services. The activities implemented in other components of the initiative supported implementation of EBIs. Community mobilization and stakeholder education activities assisted in building partnerships for EBI implementation, particularly in schools, while focusing on engaging diverse communities may have helped state and community-based organizations to identify hard-to-reach populations and those youth most at risk of pregnancy.
Some implementation barriers included the following: delays in training for state and community-based organizations and program partners; programs that were not packaged for training; an inability to fund program partners because of local agency policies; and a lack of support for implementation by schools in the community. The most commonly used programs at the beginning of the project were packaged with readily available training. As trainings became available for other curricula, state and community-based organizations communities began using more diverse programs, including youth development and special population-focused curricula (i.e., Project AIM and Sexual Health for Adolescent Risk Protection). Working with partners who (1) had experience delivering teen pregnancyprevention programs, (2) had worked with state and community-based organizations before, and (3) had organizations with consistent access to youth all helped implementation efforts.
Limitations
Our findings are subject to several limitations. First, although we are beginning to understand how to assess and increase capacity, the relationship between capacity and quality programming to achieve desired youth outcomes is not clear. Further, the capacity measures were limited to topics specific to the program and did not include other indicators of capacity, such as organizational leadership, adaptability, partnerships, and financial and technological resources.
Second, the lack of consistent methods of collection for youth outcomes, limited the number of organizations collecting youth risk information and comparison groups for understanding the effects of the intervention. Communities implemented different programs to meet their specific needs, and outcomes should be measured based on the differing goals of each intervention. Given the focus on community-level change for the overall project, it was not possible to have comparison groups within the target community, and it was beyond the capacity of state and community-based organizations to track comparison youth outside of the community.
Other limitations include that although fidelity scores were generally high, there was considerable variability and most partners did not validate fidelity with observations. The number of youth served was determined based on participation in at least one session of an EBI, and information on attendance to capture the number of youth who participated in most program sessions was not consistently available and was therefore unable to be reported. Last, T&TA hours, which require consistent monitoring, may have been low because of a lack of recording by technical assistance providers.
In summary, EBIs can be implemented across settings in communities to reach many youth in a manner that ensures fidelity. To support implementation of EBIs, technical assistance and training from organizations with adequate capacity is required. Initiatives to expand EBIs can engage schools to increase the number of youth reached while also focusing on partnerships with organizations that reach higher risk youth. Further study is needed to understand factors that contribute to effective delivery and to understand community-level impacts.
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